of the heel. It recurred every five minutes for three or four hours, and left him again scarcely able to walk. After this he had i pain, described as more like rheumatism, in the front of the left thigh, starting from above the hip and passing down the outer part of the front of the thigh to near the knee. He also had an occasional sharp pain in front of each wrist. These ceased after a time, but the post-malleolar pain recurred occasionally in serial paroxysms, generally relieved by 1 gr. of morphia or some opium. In this way many months passed, during which he came to me two or three times. At last he had a blister over the seat of the pain, which seemed to be rendered much slighter, but more extensive. It spread to the heel, which' became tender, and also to the right side of the foot, and even up the shin. But occasionally it was very intense at the old spot, and then made the skin tenider, so that when lying he could not evert the foot on account of the pain caused by the tension at the spot. Towards the close of the second year from the onset the pain seemed to wear itself out, and I have heard nothing of the patient since. Of the effect of treatment I can say nothing, as -the patient was seldom allowed to take more than a few doses of anything I ordered. The case corresponds closely in seat and character of the pain to those that have been described under the name " angina cruris," and I regret that it throws no light on the state of the artery, spasm of which has been alleged as the cause of the pain. As far as the associations and extension of the pain are concerned, the features seem rather opposed to the opinion.
Dr. WEBER, in reply, said he believed that after about the age of 50 the symptom-complex of intermittent claudication was not excessively rare in people of any race. He had seen ten cases of intermittent claudication or arteritis obliterans of the lower extremity in Russian Jews, and in some of them the symptoms of the disease had commenced considerably before the age of 50. He did not think the conditions of the arteries in question should be exclusively classed as syphilitic. As the changes were certainly not confined to the inner coat he preferred the term "arteritis obliterans " to "endarteritis obliterans." When examining an artery the seat of advanced arteritis obliterans one always found more or less vascularisation, and in some cases the remains of blood-clot. The final obliteration of the vascular channel was probably always due to thrombosis.
Two Cases of Cerebellar Ataxy. By WILFRED HARRIS, M.D. CASE I. E. B., AN unmarried girl, aged 23, for the past two years has been becoming gradually unable to walk, until now, and for the .past few months, she is quite unable to stand alone. During the same period her articulation has become slower, and she has lost partial control over her arms. Even so long as ten years ago she remembers her father calling her fidgety and shaky, though she states that she was perfectly able to walk then and to run as other children.
Family.-An elder sister (also shown) appe&rs to be developing the same condition of ataxy, though in a much earlier stage. No other nervous disease in the family.
Present State.-She is quite unable to stand or walk, owing to wild ataxy of the legs. The arm movements show ataxy of the cerebellar type, the movement being wilder at the commencement, and becoming steadier as the goal is reached. There is no muscular wasting or anesthesia or sphincter trouble; no nystagmus or optic atrophy. The deep reflexes are normal and plantar reflexes flexor. No pes cavus or scoliosis. The articulation is slow, resembling that of Friedreich's idisease.
CASE II.
The sister of the above, sixteen months older, has noticed that for -the past three months she has had slight difficulty in walking straight, in talking, and that she is especially liable to be worse at the end of the day or when she is tired. She has definite scoliosis, but no pes cavus. She is apt to stumble in her gait, and there is slight ataxy of the arms. The reflexes are all normal, and there is no nystagmus or affection of vision.
DISCUSSION.
Dr. GORDON HOLMES said such cases were very interesting, but the difficulty was to classify them with regard to the basis of the disease. He had recently looked through the literature of the so-called cerebellar ataxies, and in only a -small proportion of the cases could any disease of the cerebellum be demonstrated, either macroscopically or microscopically, after death, in cases in which there had been definite cerebellar symptoms. A large number of them had been due to disease in the spinal cord, chiefly of the spinal or cerebellar systems. The well-known cases of Sanger Brown, afterwards worked out by Meyer and Barker, were in that category.
Dr. WILFRED HARRIS, in reply, said there was a difficulty in being at all certain about the pathology of such cases, but the symptoms, in these two cases -suggested to him primary cerebellar disease rather than spinal cerebellar, such as Dr. Gordon Holmes referred to. Sanger Brown's cases developed many more -symptoms, such as optic atrophy, the Argyll-Robertson pupil, and mental deterioration, none of which were seen in the present cases. The responses were flexor, and there was no alteration in the deep reflexes, which was against any affection of the pyramidal tracts. There was a pure cerebellar syndrome, with the exception of nystagmus, which was completely absent. The condition might be primary cerebellar cortical atrophy. As Dr. Holmes had shown in a paper in Brain, it is difficult to distinguish between those groups clinically, although pathologically they might be utterly different.
Case of Peroneal Atrophy.
By WILFRED HARRIS, M.D.
A MAN, aged 43, for the past twenty years has noticed gradual alteration in the shape of his feet, especially the left, which has become so marked during the last twelve months that he is compelled to walk on the outside of his left foot, owing to pain caused by pressure on the ball of the foot. He is, moreover, liable to repeated painful cramps in the left calf.
Present State.-Extreme pes cavus of the left foot, the extensor tendons being remarkably retracted. Definite wasting of the anterior tibial muscles and peronei on the left side. On the right side the extensor tendons are much less retracted, and there -is very slight pes cavus. All other muscles normal. Knee-jerks and right Achilles-jerk normal, but left Achilles-jerk absent. No anaesthesia or analgesia. Pupils normal. Peroneal nerves appear normal in size.
Dr. HARRIs thought it was a chronic degenerative neuritis, possibly of the hypertrophic type, which had been frequently described in France. It dated back twenty years and was still progressing. There was none of the evidence of anesthesia or the pupil symptoms described by the French. He proposed to afford him some relief by tenotomy.
Case of Tremor of the Right Arm associated with Epilepsy.' By F. E. BATTEN, M.D. R. L., AGED 23, was a silver polisher, for which she used the right hand. In April, 1904, she noticed that she was unable to do fine movements with the right hand. Eight weeks later, first fit: started with numbness in the right hand and spread up the arm; immediately following the numbness the thumb became drawn into the palm of the hand. The shaking of the right hand was first noticed in April, 1904, Shown previously before the Neurological Society, June 24, 1905.
